eases. 'When fourteen years of age he had had tracheotomy performed for threatened asphyxia during diphtheria. Following this operation he was perfectly well for five years, until 1912, when he consulted Dr. W. Freudenthal for dyspnea, which had gradually been growing worse for the past two months. Examination at that time disclosed a normal condition of the upper air tract, while below the glottis a crescentric mass with the concavity forward could be outlined.
An attempt was made to remove this diaphragm-like mass under local anesthesia by direct tracheoscopy. The patient did not tolerate the manipulation, and further efforts were postponed for ten days. He was then anesthetized and the tracheoscope was introduced. Asphyxia ensued, requiring immediate tracheotomy. Ten days later several granulation masses were removed through the tracheotomy wound (December, 1912) . The patient was relieved for a short time only, when dyspnea again set in. November 8, 1914 , an examination revealed a reddish mass in the trachea, extending apparently over the greater part of the circumference, just below the cricoid cartilage. On November 14th, rectal anesthesia was administered, and a removal of this mass through the tracheoscope was attempted. Severe hemorrhage set in, necessitating the interruption of further operative procedure. One week later tracheotomy was performed under general anesthesia, exposing the neoplasm. Its removal was accompanied by a moderate amount of bleeding. This case was presented before the Section on Laryngology of the Academy of Medicine, February 24, 1915. Although radium had also been introduced into the trachea, there was a rapid recurrence of the growth. The patient first came to the notice of the writer in April, 1915.
Physical Examination.-Scar at median line of the neck at site of the previous operation. The patient denied venereal disease, and the Wassermann reaction was negative.
Operation, April 14, 1915 (Drs. Goodman and Freudenthal) .-A tube was introduced into the trachea by way of the mouth, and intratracheal anesthesia was administered by Dr. Ehrlich. A median incision exposed the trachea. The trachea was then mobilized. This was found extremely difficult on account of dense adhesions as the result of previous operation. After the trachea was freed from its surroundings it was opened, revealing a soft, irregular, nonpedunculated tumor situated on the right wall of the trachea, one ring below the cricoid cartilage and extending over an area of two tracheal rings. These two rings were resected, leaving the posterior membranous wall in front of the esophagus. With chromic gut sutures the two severed ends of the trachea were approximated. A low opening was then made in the trachea below the line of suture and a tracheotomy tube inserted. Small gauze drains were inserted on either side of the trachea. The remainder of the wound was sutured and a dry dressing applied. The tube was removed on the fourth day and the wound allowed to close by granulation.
With the exception of steam inhalation, no special postoperative treatment was required. The patient had an uninterrupted convalescence. The attacks of dyspnea have not returned up to the present time.
